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Initial Comments

Report of Follow-up Survey by Dennis Harrell on
9-2-2015.

Most deficiencies were not corrected. Further
action is required.

Housekeeping-Maintained Free of Hazards

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0306 HOUSEKEEPING AND
FURNISHINGS

(a) Adult care homes shall:

(5) be maintained in an uncluttered, clean and
orderly manner, free of all obstructions and
hazards;

(e) This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:

1. Based on observation, the building was not
maintained in a safe manner because bedroom
wall finishes have been removed and the walls
left dirty and unfinished. This would effect all
residents by exposing them to dirty and
unfinished wall surfaces

Findings on July 16, 2015:

The cove base in all the bedrooms has been
removed revealing an unfinished surface covered
with dirt and old adhesive.

Building Equipment Maintained Safe, Operating

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0311 OTHER
REQUIREMENTS

(a) The building and all fire safety, electrical,
mechanical, and plumbing equipment in an adult
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care home shall be maintained in a safe and
operating condition.

(k) This Rule shall apply to new and existing
facilities with the exception of Paragraph (e)
which shall not apply to existing facilities.

This Rule is not met as evidenced by:

3. Based on observation, some of the ceiling
HVAC vents were not maintained in an
operational manner. This would effect all
residents by not providing climate control in
affected areas.

Findings on July 16, 2015:

a. The ceiling radiation dampers in the HVAC
ducts in the ceiling have activated in the following
locations: a) Corridor (4), b) Corridor bathroom
(1), c¢) Bedroom next to clean linen (1), d)
Bedroom 11 (1), e) Bedroom across from clean
linen (1), f) Dining Room (1), g) Kitchen (2),

4. Based on observation, the building was not
maintained in a safe manner by not maintaining
the fire-resistance rating of building components.
This would effect all residents by not containing
smoke and fire in the room or smoke
compartment of origin.

Findings on July 16, 2015:

a. There is a fan escutcheon missing in the mop
closet.

b. The 1-hour fire resistance rated ceiling over the
left exit has unprotected penetrations.

c. There is a hole in the wall under the duplex
outlet in room 10,

d. There is a sprinkler escutcheon missing in the
corridor bath,
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e. There is an unprotected penetration by conduit
in the corridor bath ceiling over the fire
annunciator.

g) There is an unprotected penetration by
conduit in the corridor ceiling over the fire alarm
panel.

These unprotected openings are not in
conformance with the requirement to use a
through penetration fire stop system that has
been tested in accordance with ASTM E-814.
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